California State University, San Bernardino

CSUSB ScholarWorks
Theses Digitization Project

John M. Pfau Library

2011

A multidimensional view of childhood obesity in the United States
Chauncey Duke Hayes

Follow this and additional works at: https://scholarworks.lib.csusb.edu/etd-project
Part of the Health and Physical Education Commons

Recommended Citation
Hayes, Chauncey Duke, "A multidimensional view of childhood obesity in the United States" (2011).
Theses Digitization Project. 3946.
https://scholarworks.lib.csusb.edu/etd-project/3946

This Project is brought to you for free and open access by the John M. Pfau Library at CSUSB ScholarWorks. It has
been accepted for inclusion in Theses Digitization Project by an authorized administrator of CSUSB ScholarWorks.
For more information, please contact scholarworks@csusb.edu.

A MULTIDIMENSIONAL VIEW OF CHILDHOOD OBESITY
IN THE UNITED STATES

A Project

Presented to the
Faculty of

California State University,

San Bernardino

In Partial Fulfillment

of the Requirements for the Degree
Master of Arts
in
Education:
Kinesiology

by

Chauncey Duke Hayes

June 2011

A MULTIDIMENSIONAL VIEW OF CHILDHOOD OBESITY
IN THE UNITED STATES

A Project

Presented to the
Faculty of
California State University,
San Bernardino

by
Chauncey Duke Hayes

June 2011

Approved by:

Bryan*Haddock, First Reader

ABSTRACT

Childhood obesity is a serious disease that has been

associated with increased rates of type II diabetes,
hypertension and other cardiovascular and pulmonary issues

such as heart disease later in life. Childhood obesity is
not only a physical disease but also has a strong

correlation to mental disorders such as chronic depression.
Many aspects of society are being carefully looked at

as potential culprits for such an increase in the
prevalence of obesity, such as social diet changes, social

entertainment habits, medical changes, standards and

changes in physical education in the public school system,
and a lack of adult education in proper nutrition and
prevention of obesity. With such a rapid increase in
monetary expenditures to combat the disease our future
holds an abrupt awakening to the financial obligation that

is almost impossible to afford. Although efforts have been
successfully recorded in combating the disease a sense of
urgency for our children's well-being is a must and is long

overdue.
There is not one single solution to fighting childhood

obesity and there is not an easy fix. This disease effects
many people in many different ways, and has long term and
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short term implications that are both severe and abundant.
After researching this topic in depth I will be touching

base on several of the more prevalent issues linked with
childhood obesity and offering up potential resolutions to
assist in the quest for a reversal of the current epidemic.
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CHAPTER ONE
INTRODUCTION

Statement of the Problem

Childhood obesity is an epidemic that has restricted
our children in many ways and has increased and its
prevalence over the decades. The 80s were a decade filled
with social change and were driven by "economic growth".

For a majority of the decade, Reaganomics was in full
swing, and a driven desire to be different than the 70s
seemed to be fueling a new breed of go-getters known as

yuppies. With economic growth came financial independence
and a new thirst for self indulgence. With any society, the
quest for an identity and personalization carried over into

a variety of purchases ranging from personal computers to
real estate and other investments that in any other economy

might seem unwarranted.

The personalized gaming industry really found a market
to build momentum in the early 80s. In the late 70s both

Atari and Nintendo started what would soon be known as the
home gaming entertainment system revolution in China, that
they would soon launch in the United States
(http://www.nintendo.com/corp/history.j sp., 2011) . By the
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early 80s Atari had already released its home entertainment
system and within a short amount of time Nintendo released
the first personalized home gaming system with multiple

color games, with Sega to follow within the ensuing years.
By the late 80s and early 90s personal home gaming units

were increasing in popularity in households across America
and what was considered a local pastime of walking to the

arcade to play your favorite video game was slowly becoming
a thing of the past.
Although arcade games have been around for decades

they have never hindered the ability to get exercise like
they began to do in the 80s. Previous to these home
systems, kids would have to walk or get driven to the

arcade. Being out of the house also gives individuals the
opportunity to socialize in other active settings such as a

park, mall, or to be involved in other extracurricular

activities in which there would be an expenditure of

calories. In 1985, the Nintendo Entertainment System (NES)
was launched into North America followed by the release of
the "Game Boy" handheld game console in 1989 which all but

eliminated the need for the traditional arcade (, 2011).
Kids were now able to stay at home and play for countless
hours on their television sets or even outside in a park
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setting, utilizing the Gameboy, where they previously would
indulge in physical activity. This was only the beginning

of what was to become a huge electronic home gaming
evolution with several other large corporations to follow

in the mass production of home entertainment systems.
Along with the technological growth in the in-home

video gaming and entertainment industry the U.S., the
Census Bureau reported an increased population of over 19

million new Americans over the decade spanning from 1980 to
1989 (US Census Bureau, 2000). With an increase in the

population, necessary expansion of cities and the new
developments such as housing tracts, schools, churches and
industrial buildings were all part of the economic

expansion. Such economic and population growth necessary to
house and meet the demands of an ever-growing population,
additional unused space, previously used for parks and
recreational areas, were now being subdivided and utilized

for businesses and commercial properties in the attempt to
conveniently close the gap between the big cities and a

smaller suburbs.
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Purpose of the Project

The purpose of this study was to review all the
contributing factors that lead to obesity in children and
to review both prevention and treatment methods that are

being implemented in the attempt to combat the epidemic.
These factors are continually evolving and include social

changes, dietary changes; medical changes, K-12 physical

education, and monetary strain on the economic growth

within the decades following the 80s, and public perception

regarding treatment and prevention of obesity, all have an
impact on the current obesity epidemic.

Hypothesis
It was hypothesized that obesity is not a product of a
single determining factor, but a multitude of factors

working in conjunction with one another which lead to this

disease, therefore requiring a multifaceted solution.

Scope of the Project

This project is intended for all children ages five to
18 who attend public school and complete the federally

mandated physical education requirements. Journals that

focus on obesity prevention cases, correlating factors of
physical education on obesity and direct effects of
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childhood obesity were used. Information was gathered from
seven scholarly reviewed journals such as Archives of

Pediatrics and Adolescent Medicine, American Journal of

Public Health, International Journal of Obesity^and Journal

of Evaluation in Clinical Practice. Other relevant sources
cited include the Physical Education Model Content
Standards for California Public Schools and Center for
Disease Control and Prevention. Any and all studies

focusing specifically on adult cases were not used in this
study.

Limitations of the Project
Limitations of this study were that the focus was

primarily on children and adolescents. It excludes children
under the age of five and teenagers over the age of 18.

Therefore, the results do not reflect any literature or
statistics from any other age group. All journals and
articles that focused on obesity as being a genetically

predetermined disease were not used in this project. Eight
scholarly reviewed journals were used and eight additional

supporting resources were selected and included for the
study. There are an endless number of articles related to
obesity that could have been referenced, however, only
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articles that were directly related to the topics were
used.

Definition of Terms
1. Obesity: a condition characterized by the excessive

accumulation and storage of fat in the body. Defined
in children as being over the 85th percentile based
on CDC published recommendations (CDC, 2009).

2. Yuppie: a young on the college educated adult who is
employed in a well paying profession and who works
in or near a large city (Webster Dictionary.org
2011) .

3. Arcade game: videogame (Webster Dictionary.org,

2011).

4. Supersize: to increase considerably the size,
amount, or extent of (Webster Dictionary.org, 2011).
5. Gastric bypass: a surgical bypass operation that
typically involves reducing the size of the stomach

and reconnecting the smaller stomach to bypass the
first portion of the small intestines so as to
restrict food intake and reduce caloric absorption

in severe obesity cases (www.Medicine.net, 2011).
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6. Gastric banding: commonly referred to as the "lap
band", this procedure is used to treat obese
patients by securing an adjustable silicone band
around the top portion of the stomach for the

purpose of reducing the amount of food intake and
consequently losing weight (www.Medicine.net, 2011)

7. Reaganomics: refers to the economic policies held by

Pres. Ronald Reagan in the 1980s also referred to as
"trickle-down economics"

(Dictionary .com, 2011)

8. Nintendo: originally a card company in Japan that
branched off into the personal gaming industry and
produced the NES (Nintendo entertainment system).

9. Game Boy: a handheld NES (Dictionary.com, 2011)
10. Sega: a corporation that produces multinational
video gaming software, also known for personal video

gaming units (Dictionary.com, 2011)

11. Atari: a software company known for their arcade
games, home video game consoles and home computers

(Dictionary.com, 2011)

12. NASPE: National Association for Sport and Physical
Education (www.aahperd.org, 2011).
13. NASPE Standards: national and state standards that

are set in conjunction with the guidelines and
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standards set forth by the US government
(www.aahperd.org, 2011).
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CHAPTER TWO
REVIEW OF LITERATURE

Social Diet Changes Over the Last Three
Decades and the Looming Effect it
has had on Childhood Obesity

According to the United States Census Bureau, the
United States of America acquired over 23 million new

citizens to our country over the last three decades (US

Census Bureau, 2000). Our country had been on a steady
increase in population but had not seen such a large
increase in a single decade since the 60s. With more people
to feed and houses to build, most businesses seemed to be

doing well despite the current recession and cost of the
Gulf War.
Watson (2000) states the popularity of McDonald's was
the same overseas as it was here in America. In 1999, there
was a reported 25,000 McDonald's restaurants in 119

different countries worldwide making McDonald's the number
one fast food chain in the world. In China, there was one
store for every 40,000 people while the United States

boasted one store to every 30,000 people. As of June 30,

9

1999, 12,490 of the 25,000 McDonald's chain restaurants
were located in the United States, making the US its number
one consumer market.

In order to continue to hold the public's interest,
the McDonald's Corporation came up with inventive ways to

give the public more for their money by offering an
additional charge for what would become known as a

"Supersize". Other franchises would offer similar specials
shortly thereafter (Watson, 2000). The US leads the way
both in the international expansion of fast food

restaurants as well as in the individual number of fast

food restaurants. The global trend began with McDonald's

and was quickly followed by other franchises such as Pizza
Hut and KFC, diligently trying to grab a piece of the

economic wealth (Watson, 2000) .
Socially, this new flourish of multiple fast food

chains gave the fast food restaurants an acceptance in
society where they could reach every generation. Watson
observed that culturally the social eating habits and norms

were the same in the US as they were overseas (Watson,
.
2000)

In the mornings, the restaurants are filled with

retirees drinking coffee and eating pancakes. At lunch

time, the drive-thru is filled with businessmen on their
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lunch breaks, while the dining area is filled with kids

from the local schools socializing over French fries and
soda. In the late afternoons and early evenings, families

come in to grab a quick and cheap dinner before heading
home for the night. According to Watson the social norms

were not ethnically or gender-based but seemed to be
ingrained in the culture of the fast food restaurant itself

(Watson, 2000).
With such a culturally diverse society, it is easy to
pick out differences in people due to ethnicity or skin

color, however, children, in general, seem to be growing

physically larger, younger in life and at an alarming rate.
The Centers for Disease Control and Prevention (CDC) posted

a Fast Food Facts chart which lists all the nutritional
values and a detailed breakdown of contents in the kids

meals sold in the fast food industry (CDC, 2010). The chart
lists the franchise, the kid's meal that is offered along
with all the different variations that can be ordered -

each broken down into total calories, sodium, calories from
sugar and calories from saturated fats. The CDC's table

shows that the average calorie count for a kid's meal
exceeds 500 calories with the sodium and saturated fat

content exceeding more than the total recommended daily
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consumption in just one single meal (CDC, 2010). With nine

different fast food chains offering meals specifically for
kids that exceed the sodium and saturated fat content for
the recommended daily consumption in just one meal, it is

safe to assume that the adult meal packages will have a

similar composition as it relates to our daily dietary

recommendations.
The childhood obesity epidemic is not a one

dimensional problem; other factors also need to be taken
into consideration. It has been reported that obesity is on
the rise nationwide in several different age groups;

however, children do not always have a choice in their

eating habits just like they don't have a choice in their
genetics or environment. The fast food industry has drawn a

lot of criticism and attention in the choices that it

presents to our children, but other social and hereditary
aspects needs to be considered as well.
In 2006, 32% of the children in the US were considered

obese or overweight (Silventoinen, Rokholm, Kaprio, and
Sorensen, 2010). Several different social aspects were

considered, such as environmental changes, socioeconomics,
and non-social influences such as genetic makeup. In their

review of a pediatric study on genetic and environmental
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influences on childhood obesity Silventoinen, and her
colleagues (2010), found a slight correlation between a

greater

percent of childhood obesity cases in lower

socioeconomically stricken areas and environments where

natural foods (unprocessed) were not easily accessible

Silventoinen et al. found. Similarities between an obese

child and an obese parent still predict a predetermined
genetic likelihood of obesity; the child will likely be

obese if their parent is obese. This correlation is
significantly higher than the estimate, however the
correlation between that and the influences of the
environment and socioeconomic area are not close in

comparison (Silventoinen, et al., 2010). Although genetics
cannot be manipulated like the environment, a positive

change in the environment shows much more influence on the
potential in stabilizing and possibly reversing the effects

of childhood obesity.
Medical Implications Linked to
Childhood Obesity

In addition to the outwardly visible physical

limitations and restrictions that obesity has on a person's
body, obesity also has other internal effects that might
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not be as physically obvious. According to the CDC (2010),

childhood obesity has almost tripled in the United States
from 1980 to 2008 (CDC, 2010). With this profound increase
in the rate of obesity in the youth of our society it

attracted the attention of the CDC. In 2010 the CDC, in

efforts to inform the public of the medical implications
that have been known to be attributed to obesity, posted
the implications on their website at http://www.cdc.gov

(CDC, 2010).
Two serious diseases commonly linked to obesity are

coronary heart disease and type II diabetes. This is not to
say that the acquisition of one or the other of these

diseases is specifically due to obesity, however, the
consequence of being obese has been directly related to the

increased possibility of acquiring one of these two

diseases according to the CDC (2010).
Some cancers such as breast, colon and endometrial

have also been linked to the problem of being obese along
with additional health risks such as hypertension,

gallbladder and liver disease, osteoarthritis, respiratory
problems, sleep apnea and stroke (CDC, 2009).

Physical risks and limitations are only a few of the

aspects of quality of life influenced by obesity. Obesity
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can also have a negative effect on a person's mental state

and has been linked to depression and anxiety, according to
the National Institute of Mental Health (Rofey et al.,

.
2009)

In a study exploring depression and anxiety and its

relationship to Body Mass Index (BMI) of overweight and
obese children, Rofey et al.

(2009) found a direct

correlation between an increase in BMI and the prevalence
of depression and anxiety. The sample size for this study
was 285 children between the ages of six and 18 years of
age with no previous clinical abnormalities, past history

of mental illness, with an IQ of 70 or greater and no
physical limitation. Although there is no statistical

evidence to support that because a child gains weight they
will automatically develop a mood disorder, there is a
positive correlation between the potential to develop a

mood disorder in children with increased weight gain and
children who are in an elevated BMI percentile (Rofey et

al. , 2009) .
With an increase in awareness of the medical

implications that obesity causes (mentioned above), it
seems that in observing public perception of the current

dietary programs available, that the possibility of

overrepresentation of supplements, diet programs, diet
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medications and current nutritional advice could be
misunderstood. As it seems to be easier to stay connected

to the world because of technological advancements, more
often recognizable advertisements for quick and easy weight

loss instead of proper education and prevention of weight
gain are in abundance.

Changes in Physical Education and the

Impact on Childhood Obesity

Physical education, much like math or science is a
very intricate part of today's educational field. With the

current trend in the rising numbers of cases of childhood
obesity, physical education has taken on a whole new role
in the attempt to improve the quality of life and longevity

of life for our youth (California Department of Education

[CDE], 2009).
The California Department of Education (CDE) has

regulated class sizes in an attempt to improve the quality
of education by limiting the numbers of children in

elementary physical education classes to 35 and a maximum

number of 55 students per class in the middle school and

high school levels (CDE, 2005). These numbers showcase a
steady increase from the previous numbers of 25 elementary
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school children per class and 35 middle school and high
school children per class due to the increase in population
and the amount of student enrollment (CDE, 2005). With an

increase in students but no increase in instruction time

there seems to be a lot to accomplish in a typical 55

minute block of time.
Considering that at the elementary level you have to
take children from the classroom to your physical education

setting and organize them for the instruction time, take
role and possibly even allow time to dress out, you would

have to assume that the amount of time spent on actual

instruction is similar to the middle school and high school

levels as well. Making the most out of this time is
important. However classroom management is imperative when

preparing for Physical Fitness Testing, meeting standards

for California public schools or for the National
Association of Sports and Physical Education (NASPE).

The NASPE (2010) implements guideline standards for
all physical education classes and sports nationally. In

California, the Physical Education Model Content Standards
for California public schools align with the NASPE

standards for physical education. According to the Physical
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Education Model Content Standards for California Public
Schools,
Education code section 51210 requires 200 minutes of
physical education every 10 school days for students in

grades one through six. Education code section 51222
provides for 400 minutes of physical education every 10

school days for students in grades seven through twelve.
(CDE, 2005, p. vi)
In order to meet the education code requirements for
grades one through six, five standards have been set for
the elementary and middle school students. By the

completion of standard one, students will be able to

demonstrate the motor skills and movement patterns needed
to perform a variety of physical activities. For a student
to be able to accomplish standard two day must demonstrate

knowledge of movement concepts, principles, and strategies
that apply to the learning and performance of physical

activities. Standard three focuses on the ability of

student to be able to assess and maintain a level of
physical fitness to improve health and performance.

Completion of standard four ensures that students would be
able to demonstrate knowledge of physical fitness concepts,
principles, and strategies to improve health and

18

performance. By completion of standard five students should
be able to demonstrate and utilize knowledge of

psychological and sociological concepts, principles, and

strategies that apply to the learning and performance of

physical activity.
In order to meet the education code requirement that
provides for 400 minutes of physical education time for

every 10 school days for children in grades seven through

twelve, the previously mentioned five standards are

implemented until high school in which case three more
standards assist in meeting the necessary time for high
school students. In standard one a student must demonstrate
both the knowledge and competency in motor skills, movement

patterns, and strategies needed to perform a variety of
physical activities. By completing standard two, students
will achieve a level of physical fitness for health and
performance while demonstrating knowledge of fitness
concepts, principles, and strategies. By successfully

mastering standard three students will be able to
demonstrate knowledge of psychological and sociological
concepts, principles, and strategies that apply to the
learning and performance of physical activity.
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The California Department of Education monitors the

achievement and understanding of the standards for
assisting students in establishing lifetime habits of
regular physical activity. In this process they administer

a mandatory fitness test in grades five, seven, and nine,

known as the California Physical Fitness Test (CDE, 2009).
The physical fitness test is broken down into five major

categories to measure cardiovascular fitness, flexibility,
body mass index (BMI), muscular strength and muscular

endurance for both core and upper body. In order to pass
the fitness test one must achieve an acceptable score based

on his or her level of physical fitness according

FITNESSGRAM Standards (2010) and NASPE (2010).
Students who are exposed to a daily exercise regimen

are better prepared for passing these tests.

Participation

in regular physical activity in public school programs was

shown to decrease a child's BMI.

According to the National

Institute of Health (NIH), a positive effect on mitigating
the increase of a child's BMI can be achieved by meeting
the recommended NASPE standards for both physical education

and recess time for children in 1st-5th grades (Fernandes &

Sturm, 2011). In one four year study, 8,246 children in 970
schools across the country were monitored to record the
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effects of physical education and recess in relation to a
rise or decrease in their BMI. A recorded 70.7% of the
children in the study met the minimum standards for recess

according to NASPE standards showed an overall .74 unit
decrease in their BMI over the duration of the study.

Of

the boys in programs that met the minimum requirements for

both physical education and recess, according to the NASPE
standards, an overall BMI decrease by 1.56 units over the

duration of the study was demonstrated (Fernandes & Sturm,
2011).

Additionally, an increase of one hour of physical

activity per day has been shown reduce the BMI among 1st
graders (Dater & Sturm, 2 004) . The difference in time spent

in physical activity, per day in a physical education
setting, between kindergarten and first grade, was
approximately 50 minutes to hour. Results show that an

overall 37% of the children experienced a decrease in their
BMI (0.31 of a unit for girls and 0.25 of a unit for boys)

in the first year of the study going from kindergarten to
1st grade (Dater & Sturm, 2004). Although there is no proof
that one additional hour per day will affect every child in
the same previously recorded longitudinal study, any
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decrease in a child's BMI is a positive step in the efforts
of reversing the effects of obesity.
Monetary Drain and Consequences of the
Childhood Obesity Epidemic

With an epidemic that is nationally recognized, the
inc reased spending for obesity related cases in the

medical and health industry is inevitable. In a recent
survey by the Center for Disease Control and Prevention, it

is estimated that 72 million adults are obese in the US
(2010). In the same survey, the CDC also reported that over
17% of all children ages five to 18 in the United States
are obese and this percentage is estimated to increase

annually. The statistics are of great concern due to the

fact that since 1980, the number of adult obesity cases has
more than doubled and the number of children and adolescent
cases has tripled (2010).

Analyzing two separate two-year periods, 1979-1981 and
1997-1999, annual hospital costs related to childhood and
adolescent obesity cases increased from $37 million to $127
million respectively (CDC, 2009). In the year 2006, it was

estimated that obese patients spent $1,400 more annually on

healthcare than patients of a healthy weight who of are
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similar height and age (CDC, 2010). Finally, in 2008,
Medicare costs for obesity related cases were estimated to

reach into the high $147 billion dollar range which is a
$20 billion dollar increase since 1999 (2010).

Over the previous two to three decades we have seen an

increase in cases and prevalence in obesity in our society.
As we look to the future, Huang and Glass (2008) estimate

that if current trends of obesity replicate themselves, by
the year 2030 obesity related expenditures will account for

more than $860 billion dollars in the US alone. This amount
would equal 16% of all healthcare related expenditures in
the US. This estimate was projected based on the 2002

statistics of $92.6 billion at 9% of all healthcare related
expenditures in the US, predicated on current trends

replicating themselves respectively in the next three
decades (CDC, 2010).

Obesity has been shown to be an expensive trend in our
society over the past few decades. With projections of the

future increased costs estimated necessary to combat this
disease it is imperative that we focus on other options of
prevention, in addition to treatment, to financially manage
the increasing cost of this epidemic.
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Treatment and Prevention of Obesity
In a review of the peer-reviewed literature, no

evidence was found recommending treatment or prevention
methods utilizing popular weight loss programs such as

Jenny Craig, Lean cuisine, Curves, Atkins, or Weight
Watchers. All of these highly publicized weight loss
treatment programs advertise their own programs in addition

to daily exercise as treatment for overweight individuals.
However, these programs never specify exactly how much or

what type of exercise is necessary. These programs are
structured using diet only as a means of weight loss and

claim large amounts of weight loss in a short period of
time, such as a few weeks or months. The literature
revealed no evidence that any short-term weight loss

program would lead to a decrease in BMI or sustained weight

loss after termination of the program.
When dealing with childhood obesity, one recommended

source of treatment is a school-based intervention,

focusing on involvement of the parents and reducing TV
viewing and inactive habits in the attempt to increase
activity levels in elementary and junior high school

students (Heitmann, Koplan, & Lissner, 2009) . The positive
effects of these interventions over a 60 day period showed
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a decrease of as much as 2.4% body fat in junior high

school students and a reduction of 2% in elementary school
students according to the collection of data on these

interventions (Heitmann et al., 2009).
Medication is a source of treatment that has been used

in some cases in an attempt to chemically balance or

regulate an obese patient's weight according to a study
done by the US Department of Health and Human Services

(2007). In this randomized controlled trial, the Health and
Human Services Department [HHS] studied pharmacologic
agents and the effects on pediatric obesity cases, testing
a placebo against, Sibutramine, and Orlistat. The results

of the study show that the medication Sibutramine had the

largest positive effect in decreasing children's BMI in two
separate control groups, one control group for the duration
of one year and the other for the duration of six months.

Out of all the patients tested, 26% showed as much as a 5%

decrease in their BMI within the one-year testing time

using Sibutramine in the controlled trial.

Other positive effects of this medication in addition

to weight loss were improvement in insulin, HDL and
triglyceride levels. Despite several positive effects, an

increase in blood pressure and pulse rate were consistently
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noted, and the effects on the cardiovascular system for

long-term use are unknown (HHS, 2007) .
Another method of treatment for obesity is surgery.

Both gastric bypass and gastric banding have become a
primary option for both children and adults who are

morbidly obese (HHS, 2007) . Reports show that patients
undergoing gastric surgeries have risen from .23 out of

100,000 in 1996 to 73 out of 100,000 in 2002. Both of these
methods have led to a drastic decrease in weight, an

overall improvement of health, and a decreased BMI. This is
expected to have positive long-term effects in maintaining
a healthier weight by increasing the quality of life.

However several negative effects of surgery have been

recorded such as infection; post op depression, obstructive
sleep apnea and weight regain in both children and adult

cases (HHS, 2007) . Given such drastic side effects, medical
professionals need to support preventative measures rather

than treatment options alone.
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CHAPTER THREE
METHODOLOGY

Research was conducted by entering information into
the California State University online library research
database. Utilizing Internet search engines (i.e.
EBSCOhost, pubmed.gov, CDC, etc.) with parameters set on

childhood obesity, scholarly reviewed journals and
articles.

After reviewing hundreds of related articles and
reading through abstracts, 20 full text articles were

chosen for this project. After reviewing the content of the

full text articles, eight specific articles were chosen
based on criteria related specifically to this project.
Overall criteria was based on six major points of
discussion: increased childhood obesity since a benchmark

of 1980, social diet changes related to the fast food
industry, advancements in the medical field, physical

education standards in the public schools, monetary factors

related to obesity and education, treatment and prevention

of childhood obesity. Additional online resources were used
in addition to the scholarly journals in support of the
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evidence in which the correlation of the journals and the
topic of obesity had frequently paralleled similarities.

After a thorough study of the scholarly journals, a

framework of the project was written out with a section for
each article and supporting literature. In conjunction with
the California State University of San Bernardino thesis

project handbook, I began to structure each section
accordingly.
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CHAPTER FOUR

RESULTS

After reading the review of literature, this study

focuses on the effects of childhood obesity in the US and
addresses questions related to understanding and prevention

of the epidemic. Childhood obesity is a problem with many
layers; there are a variety of contributing factors,

therefore, it seems impossible to reverse the epidemic with

a single solution.

According to Huang and Glass (2008) an estimated $860
billion will be needed to cover medical expenses in the
year 2030 if the increase in obesity cases continues to

rise at the rate in which it has risen over the last thre'e
decades. With more fast food options now than ever,

attention to physical fitness and physical education is
important. Advancements in the medical field have made it

possible to attempt to control this epidemic but the
numbers of obese children keep rising because medical

attention cannot educate, it can only treat and possibly
prevent.

As the complexity of this disease increases, more
issues become apparent such as long-term health affects,
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mental illness, in addition to physical drawbacks that have

been previously documented. The US government does not have
a cure for all of the implications that are contributing

factors of obesity. The education system does not have the
time to properly exercise every student to counterbalance a

poor diet and sedentary life style.
In reviewing this literature, it has become apparent
that an improved method of early education on proper

nutrition and exercise is imperative if there is to be any
chance of reversing the epidemic of obesity. Furthermore,

an increased interest in new and improved methods of
prevention, medically, in conjunction with current proven

methods, need to be implemented in the immediate future. In
order to fully understand the implications of obesity,
longitudinal studies must be implemented immediately.
Proper physical education, activity, nutrition and

medications (if necessary) have proven to be the most

popular and significant method in reducing obesity thus
far. However, a commitment to a lifestyle change has to be

accepted socially.
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CHAPTER FIVE
CONCLUSION AND DISCUSSION

Conclusion
The purpose of this study was to review and study the

contributing factors of childhood obesity and the effects

that are related to obesity by analyzing journals, articles
and creditable online resources. In reviewing a vast amount
of literature on the childhood obesity epidemic, it has

become clear that we as a nation have to decide if we want

to make changes for a healthier future or if we're
comfortable in the present condition and therefore not

willing to change from our current lifestyle choices. The
medical and educational fields have made numerous
adjustments to combat the current issues of obesity and

have implemented several strategies to cope with the

potential demand in the future. We know from the previous
statistics and material what has changed over the last few
decades socially, financially, medically and educationally
but, there is more change necessary in efforts to control

and possibly reverse the growth of this epidemic.
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Only time will tell if the research conducted in the

past will be an able to assist the potential of creating a
healthier future. Physical education in public schools and
parental support of a healthier lifestyle both share a huge
responsibility in the improvement of diet and physical

activity levels and frequencies to prepare our youth for a

balanced and healthy lifestyle.
As we prepare our children and young adults for the
world, through education and positive experiences, we need
to understand the importance of a healthy mind and body.
Not every young adult wants to or can be an athlete but

everybody should have the opportunity to live life to its

fullest without obesity holding them back.

Discussion

In an attempt to avoid medication dependency and
surgery, there are a wide variety of prevention options

that have been utilized in recent times in the attempt to
stop obesity before it starts. Dietary guidelines and

activity levels in accordance to the NASPE standards as

well as nutrition guidelines for kids set forth by the

United States Department of Agriculture in conjunction with
the HHS have all been made available through the public
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information system at http://www.mypyramid.gov. The US

Department of Health and Human Services reported a decrease
in BMI in children whose activity level increased due to

environmental changes. A decrease in television and video

game time when monitored by a parental figure or guardian
is one such change (HHS, 2007).

In recent news, First Lady

Mrs. Obama implemented the "Let's Walk" campaign in efforts

to increase the amount of children walking to school as
opposed to riding the bus or getting a ride from parents.
Currently, there seems to be more obesity-related health
issues than there are solutions. Finding effective means of
prevention is 1ong overdue.

In referring back to the previously mentioned
evolution that our children go through socially as they

move from one educational setting to another, in the
earlier school years activity levels are higher. In

elementary school, children either take a lunch to school
or have a calendared lunch menu from the cafeteria to

ensure that every child has a lunch every day. This ensures

that the parent knows what the child is eating for lunch on
a daily basis but also ensures that the proper amount of

nutrition is represented at the lunchtime meal. Children in
elementary school are likely to have a minimum of two
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recesses per day in addition to a lunchtime/playtime and

possibly an instructional physical education environment as

a part of their daily activity. With this opportunity for
physical activity and nutrition, it seems likely to assume
that our children are doing better in the primary grades

than in the secondary grades, given the current scenario.
In middle school, things change from what used to be a

daily schedule at the elementary level to what is now
trendy. With class changes from hour to hour you get a 5 to

7 minute break to get to your next class but there is no

recess in the morning or in the afternoon. Lunch time now
takes on a different pastime. Instead of playing tetherball

or four-square with friends, students now tend to
congregate under a tree or shaded area and socialize with
friends. Instead of eating a lunch box full of food packed

by a parent or guardian, youth choose what they want to eat

from the cafeteria. Physical education class is something

that middle school students can count on, on a daily basis,
but it seems to be likely that this is the only physical

activity that many of these students will get.

As students enter into high school, new activities
seem to carry a greater importance in the day's events.
Physical Education is not a required course after the
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sophomore year and coincidentally most teenagers get their
driver's license and or a car sometime during or after
their sophomore year. Only a few years prior, it was cool

for students to eat cafeteria food or out of a lunchbox and
to play free-spirited games until it was time to be

corralled back into class. Now in high school the cool
thing is driving or riding to the local hang out and

socializing or eating at the local restaurant only to drive
back to school. School is an institute of learning no

matter what the level, but it seems by the examples given
that as we progress in our education we seem to retain less

of what it takes to lead a healthy lifestyle.
A suggestion of what should take place at the high

school level is something that has been taking place in

college for years. In college, co-eds congregate weekly if
not daily to play intramural sports. In addition, the

potential for a healthy nutritional recess could be

implemented into the daily schedule as a way to ensure that
healthy eating and physical activity takes a priority in
the lives of our nation's youth on a daily basis.
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APPENDIX A

EXERCISE GUIDELINES
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Recommended exercise guidelines can be broken down

into five major categories; cardiovascular fitness, body
composition, muscular strength, muscular endurance, and
flexibility. Each category has a recommended frequency,
intensity, time and type for that specific exercise. These

recommended guidelines can be used in conjunction with a
proper diet for all age groups.

Cardiovascular exercise (aerobic training) can have a
significant effect on body composition due to the level of

energy expenditure.

The basic guidelines would follow the

FITT guidelines:
•

Frequency: 3-5 days are recommended.

Gradually try to

increase the frequency up to 5 days to help increase

energy expenditure.
•

Intensity: Target heart rate (THR) is usually 50-85%
of HRR.

The HRR is the range between your maximum and

resting heart rate (HR).

(220-Age = Max HR; Max HR -

resting HR = HRR; HRR x 50-85% + resting HR - THR).
The intensity would start at the low end of the range

and gradually increase as fitness improved.
•

Time: 20-60min is usually recommended.

As with the

frequency, gradually increasing the duration as
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fitness improves will help increase energy expenditure

and therefore have a greater impact on body

composition.

•

Types: Walking, jogging, swimming, etc.
This type of exercise can lead to a significant amount

of energy expenditures which will lead to a caloric deficit
and therefore a reduction in body weight over time.

Resistance training is a recommended method of
improving muscular strength and endurance. A guideline for
resistance training goes as follows:

•

Frequency: 2-3 days per week

•

Intensity: 2-4 sets of 8-15 repetitions

•

Time: 8-10 exercises (chest, upper/middle back,
shoulders, biceps, triceps, abs, lower back, quads and

hams).

•

Type: bodyweight, free weights, machines, tubes etc.
This type of activity will help because the extra

muscle gain through this activity will increase the
metabolic rate and therefore increase the daily level of
energy expenditure.

Flexibility is an important component to ensure that

you have full range of motion of your limbs and core.
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Recommendations for stretching are a frequency of 5 to 7
days a week with an intensity of stretching until tight
with no pain. Time of stretches should be held between 20-

30 seconds with static stretching been the preferred type.
For a customized exercise regiment or additional exercise
information such as visual examples or isolation movements

you can refer to www.fitclick.com for references.
Flexibility exercises will not directly cause a decrease in

body fat, however it will help reduce the risk of injury
and therefore allow the individual to continue their other

exercises.
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APPENDIX B

FIVE WEIGHT MANAGEMENT STRATEGIES
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Eating healthy is an important component when trying

to maximize quality of life and longevity of life.
Following a healthy diet is not a choice you make to lose

or gain weight it is a lifestyle choice. Five simple and
basic dietary recommendations that everyone can follow at
any age are what, when, why, where and how much you eat.

•

What you need to eat: lean proteins, low glycemic
index carbohydrates, minimal saturated fats.

•

When you need to eat: Ideally 75% of your daily

calorie intake needs to be consumed within the first

12 hours after waking up.
•

Why you need to eat: make sure that you are truly

hungry and not eating due to a food trigger.
•

Where you need to eat: recommended eating areas should
be in isolated areas, not in front of the TV or
computer. Eating with distractions leads to

overconsumption of food.

•

How you need to eat: the importance of how you need to
eat is based on portion control and food consumption
4-5 times a day.
Examples of lean proteins would consist of boneless

chicken breast, fish and nuts and grains. Food triggers can
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come in several forms such as daily habits, emotional

triggers and other social habits. Examples of portion
control and frequency should be estimated with moderately

sized meals three times a day with healthy snacks equaling
your 4 to 5 total meals per day.

For personalized dietary instructions or
recommendations for children's healthy eating habits please
visit www.MyPyramid.com for additional information.

42

REFERENCES
California Department of Education.

(2009). 2009-2010

California Fitness Test. Retrieved January 30, 2010.

Available from California Department of Education Web
site, http://www.cde.ca.gov

California State Board of Education.

(2005) . Physical

Education Model Content Standards for California
Public Schools: Kindergarten through grade twelve.

Retrieved January 30, 2010 from
http://www.cde.gov/re/pn/fd/documents/pestandards.pdf

Centers for Disease Control and Prevention.

(2009).

Preventing obesity and chronic disease through good
nutrition and physical activity.

U.S. Department of Health and Human Services,

Atlanta, GA. Available from http://www.cdc.gov/
Centers for Disease Control and Prevention.

(2 010) .

OBESITY: halting the epidemic by making health easier.

U.S. Department of Health and Human Services, Atlanta,
GA. Available from http://www.cdc.gov/

Dater, A., & Sturm, R.

(2004). Physical Education in

Elementary School and Body Mass Index: Evidence from
the Early Childhood Longitudinal Study. American

Journal of Public Health, 94 (9), 1501-1506.

43

Nintendo Company History.

(2000, October 12). Retrieved

April 26, 2011 from
http://www.nintendo.com/corp/history .j sp

Fernandes, M.& Sturm, R.,

(2011). The Role of School

Physical Activity Programs in Child Body Mass
Trajectory. J Phys Act Health, 8(2),

174-181?
Heitmann, B.L., Koplan, J., & Lissner, L.

(2009) Childhood

Obesity: Successes and Failures of Preventive

Interventions. Nutrition Reviews, 67, 89-93.

Huang, T.T.-K.,& Glass, T.A.,

(2008). Transforming

research strategies for understanding and preventing
obesity. JAMA, 300, 1811-1813.

Rofey, D.L., Kolko, R.P., Iosif, A-M., Silk, J.S., Bost,

J.E., Feng, W. , et al.

(2009).

A Longitudinal Study of

Childhood Depression and Anxiety in Relation to Weight

Gain Child Psychiatry Human Development, 40, 517-526.
Silventoine, K., Rokholm, B., Kaprio, J., & Sorensen, TIA.
(2010) . The genetic and environmental influences on

childhood obesity: A systematic review of twin and

adoption studies. International Journal of Obesity,
34, 29-40.
United States Census Bureau.

(2000). Historical National

44

Population Estimates: July 1, 1990 to July 1, 1999.

Retrieved April 26, 2011, from
http://www.census.gov/popest/archives/1990s/popclockes
t. txt
United States Department of Health and Human Services.

(2 007) . Working Group Report on Future Research
Directions in Childhood Obesity Prevention and

Treatment. United States: Author.

Watson, James.

(2000). China's Big Mac attack. Foreign

Affairs, 79(3), 120-134.
Wrotniak, B.H., Epstein, L.H., Paluch, R.A., Roemmich, J.N.

(2004) . Parent weight Change as a predictor of child
weight change in family based behavioral obesity

treatment. Archives of Pediatrics & Adolescent
Medicine, 158, 342-347.

■ 45

